Aims-To ascertain views about constraints on the progress of audit experienced by members of four of the therapy professions: physiotherapy, occupational therapy, speech and language therapy, and clinical psychology. Methods-Interviews in six health service sites with a history of audit in these professions. 62 interviews were held with members of the four professions and 60 with other personnel with relevant involvement. Five main themes emerged as the constraints on progress: resources; expertise; relations between groups; organisational structures; and overall planning of audit activities. Results-Concerns about resources focused on lack of time, insufficient finance, and lack of access to appropriate systems of information technology. Insufficient expertise was identified as a major constraint on progress. Guidance on designing instruments for collection of data was the main concern, but help with writing proposals, specifying and keeping to objectives, analysing data, and writing reports was also required. Although sources of guidance were sometimes available, more commonly this was not the case. Several aspects of relations between groups were reported as constraining the progress of audit. These included support and commitment, choice of audit topics, conflicts between staff, willingness to participate and change practice, and concerns about confidentiality. Organisational structures which constrained audit included weak links between heads of professional services and managers of provider units, the inhibiting effect of change, the weakening of professional coherence when therapists were split across directorates, and the ethos of regarding audit findings as business secrets. Lack of an overall plan for audit meant that while some resources were available, others equally necessary for successful completion of projects were not.
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Conclusion-Members

Funding
Some projects were carried out within existing budgets whereas others had small sums allocated for specific items; some had received funding part way through, whereas others received funding of several thousand pounds from the outset. When funding was inadequate, clinical managers said they could "lose" costs such as photocopying, stationery, and secretarial help, in other budgets. However, when this was combined with the amount of personal, unpaid time spent on audit then, in the view of many, its true cost was not properly accounted.
Lack of finance for audit was not disputed by the other interviewees. The quality coordinators, in particular, saw Although members of the other groups were in agreement with the views about information technology expressed by the therapists, some of the managers said that they had encountered resistance when they had attempted to introduce a new system. One described the following reaction:
"I won't have anything to do with that, not at all. I want my own old word processor, nothing's going to get me away from that."
EXPERTISE AND GUIDANCE
Five aspects of undertaking audit projects were identified as needing expertise: writing proposals; specifying and keeping to objectives; designing instruments; analysing data; and writing reports. Sources of guidance specified by interviewees included colleagues with audit experience, holders of posts with a quality assurance remit, staff of specialist audit or research units, published work, and audit information networks. Some heads of professional services said that although courses on audit were available, their continuing education budget was limited, and staff chose to go on clinical courses rather than on audit courses when faced with a choice. Interviewees differed considerably in their experience of audit; a few had been involved for many years, others were just starting out on their first project. An indication of the lack of depth of audit experience, however, was provided by those who said that having completed or even just started one project, they were then seen as "experts" and asked to advise others.
" Commitmentfrom managers Several heads of service said that although, in their view, professional staff were unanimously committed to the principles of audit, this was not always matched by support and commitment from managers. Instances were cited of findings from audit projects that had not been used, or even considered, particularly those concerned with delivery of care over long periods (for example, for clients with continuing mental health problems). This was a disincentive to further participation for those already stretched to capacity with clinical commitments.
"Junior staff who have joined audit activities become dispirited if it's not clear that the work is being used properly." The view that lack of interest by managers acted as a disincentive to further participation in audit, also emerged from interviews with medical and nursing staff, purchasers, and quality coordinators. One quality coordinator expressed her views thus: "...there is a desperate need for more support from senior managerial staff and acknowledgment for the work that is being done, rather than the occasional pat on the shoulder." Managers themselves, however, offered two different reasons for the lack of action on findings from audit projects. Several managers said that in their view audit data were not collected systematically and so they found it difficult to interpret results and decide on a course of action. Secondly, some of the most senior managers interviewed, including a chief executive, observed that the success of trusts is judged to a disproportionate extent on the success of high profile medical work, and that no systematic consideration is given to audit reports from those professions with a much lower profile. Other managers stressed that they did act on findings, and always acknowledged receipt of audit reports and thanked the staff involved.
Choice of topic The fieldwork provided many instances of aspects of care that had been of sufficient concern to motivate members of one or more of the four professions to undertake an audit project. An increasing managerial input into the choice of topics for audit projects was, however, identified as a constraint on attempts to audit the more complex aspects of care. Managers emphasised cost efficiency issues and topics that readily lent themselves to measurement. An often occurring example was the number of people seen within a given period. Many of those interviewed, however, thought that audit should be focusing on the quality of the encounter, not on its duration, and that the duration was an inappropriate use of staff time.
"My staff had to spend time on how long each patient waited -the paper work was enormous. It was pointless because we already had a system in which no one waited more that half an hour -so I said, "Can we just record exceptions?" -but they didn't like this. Much of the paperwork is meaningless and it takes up staff time." Many of those with long experience of audit thought that whereas the original motivation had been to improve the quality of care, the managerial agenda was moving to one of cutting costs. Although not disputing that delivering high quality care as efficiently as possible should be the aim of the service, concern was expressed that quality was accorded a lower priority than hitherto. Not surprisingly, perhaps, the managers themselves did not describe the purpose of audit as one of reducing costs; they emphasised improving services and using resources effectively.
Conflict between staff Most commonly interviewees described good staff relations which were conducive to the conduct of audit; instances of conflict were cited, however, which acted as a deterrent. One senior therapist who also had a remit as an audit coordinator described her experience of this.
" likely to achieve change than confronting people with a request for change out of the blue. Managers also attributed reluctance of professionals to participate in audit to concerns about the changes which might result: attention was drawn, in particular, to a dislike of audit of the skill mix of teams. Other constraints on participation cited by managers included a dislike of audit that led to greater client empowerment and the view that audit was administrative, rather than professional work.
Concerns about confidentiality Confidentiality of audit findings was a cause of concern for some interviewees. They said that improving patient care through audit had traditionally depended on colleagues learning from each other by being willing to share results, both good and bad. Willingness to participate was based on guarantees that proceedings were absolutely confidential to those involved. They thought that multiprofessional audit in particular was now making it more difficult to maintain confidentiality as several groups were involved; at some sites misunderstandings had already arisen as to who should share findings. Concern was also expressed about managers having access to audit findings as it was thought that they might use them to penalise staff in some way. Some therapists said that they now selected "safe" topics that they could not subsequently be "whipped by", although they thought that the end result of this strategy would be a failure to assess care given "warts and all".
None of the managers who were interviewed held the view that audit findings should remain confidential to the professionals involved; rather that the information should be available to all with an interest in, or responsibility for, the service in question. Some, however, did acknowledge that audit was threatening to professional staff.
"They think it is their capabilities that are being audited, rather than providing objective information on the services provided."
None the less, views expressed by other managers indicated that in some instances professional fears might not be without foundation; for example, one manager said: "We will want to use audit as a form of supervision and accountability."
ORGANISATIONAL STRUCTURES
Organisational links between heads of professional services and managers of provider units affected implementation of audit. In sites with strong links, instances were cited of managers acting swiftly in response to audit findings. When links were weak, however, audit findings requiring managerial authority for implementation were said to "get stuck", as there was no route through which they could be channelled. Managers in these sites confirmed that they did not systematically consider reports on audit in the therapy professions; rather their attention was focused on medical audit. Some sites were in the throes of considerable organisational change at the time of the fieldwork and managers expressed the view that this had prevented audit activities from getting underway. The nature of these changes meant that in some sites many interviewees were working in directorates other than the one in which their head of service was based. Some of the more senior therapy staff said that this led to loss of professional coherence, which in turn undermined confidence to undertake audit.
Various audit databases and advice networks had been established and provided information about methods used by others. This was particularly important for those relatively new to audit and lessened the likelihood of "reinventing the wheel". The quality assurance postholders responsible for these services, however, said that they were "too thinly spread" to meet all the demands on their time. Moreover, in some sites there was anxiety that their expertise might be lost altogether, as either the future of the audit post itself was uncertain, or the present incumbent had become dissatisfied with a series of short term contracts and was contemplating a move to a more secure job.
A view emerging from the interviews with therapists, although not from managers, was that the introduction of the quasi-internal market into health care and the separation of providers from purchasers had led to findings from audit projects being regarded as confidential to the trust. Such information was increasingly included in contract submissions and so should not be shared with others with whom the unit was potentially in competition.
"Some trusts are now banning sharing information about audit, because it's business secrets. This government has said you are in competition." Some of the therapists thought that it was somewhat ironic that just as involvement in audit had become more widespread among members of the four professions, the ethos of competition between provider units might act as a deterrent to establishing a common body of knowledge and expertise.
AN OVERALL PLAN FOR AUDIT
In all sites the interview data indicated that although much audit activity was in progress, overall planning was lacking. Some projects, for example, had been well resourced with facilities and expertise, but had failed to make an impact due to poor links with appropriate levels of management. Other projects had failed to make progress despite initial commitment, because of time constraints of those involved. Some interviewees had been given a time allowance, but said that they failed to make progress because of lack of advice as to how to proceed at a particular stage. Some of the projects that had achieved an impact had succeeded due to the motivation and commitment of staff involved although they had been provided with little in the way of resources. Future commitment, however, was said to be dependent on this resource deficit being made good.
This lack of an overall plan was affirmed in the views expressed by the other groups of interviewees. Some of the senior managers expressed concern about the lack of coordination of audit activities across the trust and saw the development of an overall plan as one of their immediate priorities.
Discussion
This study of audit in four of the therapy professions indicated that although much activity was in progress, a wide range of constraints to progress had been experienced. These constraints (summarised in the box) deterred staff from undertaking audit, lessened the likelihood that projects would be completed, and restricted the choice of aspects of care likely to be selected for audit.
The main constraints Availability of time was the main constraint to progress; other resource constraints identified were lack of finance for equipment and secretarial support, and inadequate or inappropriate information technology systems. Many interviewees did not have access to the kind of expertise that they thought was necessary, particularly in the design of instruments for collection of data and the interpretation of results. Concerns were expressed about the validity and reliability of results in the absence of appropriate advice, and at the loss of such advice that was available as some audit facilitators were seeking a move to more secure employment.
Aspects of relations between groups which served as a deterrent to participation in audit included loss of enthusiasm when audit findings were not used by managers, anxieties about the effects of recommendations on individual clinical practice, and fears that increasing loss of confidentiality meant that managers could use audit findings critical of practice to penalise staff. The choice of topics to be audited was restricted by increasing management emphasis on cost efficiency and by professionals avoiding audit of the more complex aspects of care. Other constraints to progress were attributed to changes in organisation of the health service. The splitting of therapists across directorates led to a loss of the professional confidence necessary to undertake audit, lack of formal connections between heads of service and general managers meant that audit findings were not always acted on, and the climate of competition between trusts for contracts was manifest in a growing reluctance to share audit findings.
Our sample was purposive rather than representative. The relevance of the results to those responsible for audit lies, therefore, not in the extent to which they can be generalised, but rather in the range of constraints identified, as these may be impeding the progress of audit in their own sites. Concerns about motives for audit and confidentiality of findings are unlikely to be allayed, because as Packwood et al have argued, audit has moved increasingly from a private professional domain into the public interface between purchasers and providers.'4 Moreover, organisational structures are unlikely to change in a way which mitigates the constraints which respondents thought that they imposed on their audit activities. The way forward is for these issues to be acknowledged in a forum which represents all those involved, and in which resolution can be sought by means of what Thomson and Barton refer to as mature and informed communication.8
Such a forum should be a unit based audit committee in which professionals, managers, and purchasers are represented with equal voice. Such committees existed in some of the fieldwork sites and the Department of Health has recommended that they be established in all trusts.'8 The goal of the committee must be to develop clarity and unity of purpose about audit, as it is hard for staff to remain enthusiastic and committed when this is not the case. If this goal is not achieved, then the research reported here suggests that professionals may respond, albeit reluctantly, by steering the selection of audit towards what they regard as safe topics and away from those more complex aspects of care with a potential for unpredictable and possibly unwelcome results.
The committee should also develop an overall plan for audit activities and have the authority to mandate appropriate resources for audit. As Thomson and Barton argue, this would help to ensure that all the elements necessary for the successful completion of audit projects are in place.8 Considering constraints attributed to inadequate resources and lack of expertise will of course have financial implications, albeit that these may be offset in due course by the increased likelihood of the successful completion of audit projects. 
Conclusion
